ABSTRACT: We treated a patient with idiopathic retroperitoneal fibrosis accompanied by right ureteral constriction. Pyelography, ureterography, and abdominal CT scan were pertinent diagnostics. Close collaboration between the surgeon and the urologist is required when attempting to treat such patients.
INTRODUCTION CASE
Idiopathic retroperitoneal fibrosis was first reported in 1948 by Ormond, t who gave details on ureteral obstruction due to nonspecific inflammation of the retroperitoneum. This disease is characterized by fibrous tissues with an unclear boundary, which surround the abdominal aorta, iliac artery, vena cava inferior, and ureter. In the early stage, advanced inflammatory cells infiltration is accompanied by growth of fibroblastic cells, and in the later stage, cell infiltration ceases, and collagenization causes cicatrization and shrinkage, thereby leading to ureteral obstruction and renal failure. In a patient with abdominal aortic aneurysm, this disease was accompanied by extensive fibrosis from the abdominal aorta to the iliac arterial surroundings, and right ureteral obstruction. A 58-year-old man was admitted to Yamaguchi Central Hospital in 1984, for evaluation of an abdominal pulsating mass and abdominal pain. He had been receiving treatment for hypertension since 1974. A vascular bruit was auscultated in the abdomen~ a pulsating mass of 4 cm across was palpated in the upper part of the umbilicus, and a similar one of 3 cm across was noted in the right lower abdominal area.
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The leukocyte count was 13,800, and hematology disclosed signs of renal failure, with BUN 18.4 mg/dl, creatinine 1.7 mg/dl, and cr'eatinine clearance 59.4 liters/day. CEA and a-fetoprotein were normal. The sedimentation rate was 129 mm/hr, and the CRP was +2. Hepatic function tests were normal.
The aortogram demonstrated an aneurysm of 4 cm across 5 cm below the renal arteries. The left hypogastric artery was closed. Intravenous pyelogram and a right retrograde ureterogram showed a hydronephrotic right kidney with a severely stenosed ureter ( (Fig. 3) . T h e a b d o m i n a l aortic aneurysm was not removed as the risk of rupture seemed remote.
In the excised fibrous tissues, collagen fibers, connective tissues, and infiltrations of lymphocytes and plasmocytes were observed, and a diagnosis of retroperitoneal fibrosis was (Fig. 4) . Abdominal aortic aneurysm was also present, but as the fibrous tissues were free from blood pigment and hemosiderin-laden macrophages, and the tissues could be easily separated from the vascular wall, it was not considered to be a perianeurysmal retroperitoneal fibrosis.
On the 14th postoperative day, excretory pyelography disclosed constriction of the right ureter. However, a b d o m i n a l pain was nil. One month postoperatively, he was discharged and is now being followed.
DISCUSSION
Retroperitoneal fibrosis is on the increase, and as causes of this disease, O r m o n d 2 listed trauma, inflammation, urinary extravasation, malignant tumor, drugs (methysergide, ergot), Weber-Christian disease, retractile mesenteritis, a n d idiopathy. In our patient, the cause was presumed to be idiopathic. As a similar disease, perianeurysmal retroperitoheal fibrosis has been reported, and its causes are considered to be an inflammatory reaction due to bleeding, as a small perforation is m a d e in the aneurysm, and also periaortitis. The diagnosis may be supported by acceleration of sedimentation rate, elevation of serum BUN or creatinine, and a rise in blood pressure. Pyelography, ureterography and a b d o m i n a l CT are useful to determine the thickness and spread of the fibrosis.
However, since it is difficult to distinguish this disease from a malignant tumor, histological examination should be done. 6 Grayish, white fibrous tissues with an unclear b o u n d a r y enveloping the ureter and blood vessels are observed and non-specific chronic inflammation is p r e d o m i n a n t . Cell infiltrations of lymphocytes, plasmocytes and eosinophils also occur. 7, 8 Principal methods of treatment are: 1) to remove the ureteral constriction, 2) to reconstruct the blood flow if there is any stenosis or obstruction of the renal artery and vena cava inferior, and 3) to prevent recurrence of ureteral stricture. As for the surgical approach, the ureteral separation is most common, but ureterostomy or nephrostomy and nephrectomy may also be done. Palleschi and McAninch 9 performed renal auto trans-plantation, and reported excellent results. To prevent recurrence, greater omentum, fatty tissue or mesh may be placed between the ureter and fibrous lumps, or the ureter can be translocated into the abdominal cavity. At any rate, surgeon and urologist must work in close co-operation. 10
For conservative treatment, steroid therapy and an indwelling ureteral catheter can be considered. Steroid therapy is effective for alleviating symptoms and preventing a recurrence of ureteral stricture. The indwelling ureteral catheter is an excellent preoperative measure.
The prognosis of this disease is comparatively good, although fatalities due to recurrence of ureteral stricture and renal failure have been reported, la Long term observation is required to detect a possible recurrence.
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